Table 1. Immunoglobulin results IgG 4.43 gll (normal range for age 8.0 -18.0 g/l) IgGl 4.4 gll (normal range for age 4.22-12.9 gl) IgG2 0.20 gll (normal range for age 1.17-7.47 gll) IgG3 0.32 gll (normal range for age 0.41-1.29 gll) IgG4 0.33 gW (normal range for age <0.01-2.9 g/l) *By radial immunodiffusion Case preaented to Section of Paediatrics, 27 February 1987 Hospital, Manchester unhelpful, and a single short course of systemic steroids at M R Haeney MRCP MRCPath Department of the age of 12 years was of temporary benefit only. Permanent
gl) IgG2 0.20 gll (normal range for age 1.17-7.47 gll) IgG3 0.32 gll (normal range for age 0.41-1.29 gll) IgG4 0.33 gW (normal range for age <0.01-2.9 g/l) *By radial immunodiffusion Case preaented to Section of Paediatrics, 27 February 1987 Hospital, Manchester unhelpful, and a single short course of systemic steroids at M R Haeney MRCP MRCPath Department of the age of 12 years was of temporary benefit only. Permanent Immunology, Hope Hospital, Manchester splinting of the arms was employed to reduce dermabrasion.
Bilateral cataracts developed at 10 years of age and the patient became blind in both eyes by the age of 15. Her Keywords: eczema; cataract; herpes simplex; immunodeficiency parents found it increasingly difficult to cope with the child's physical an.4 mental disabilities, and she was placed in a A mentally retarded child with severe atopic eczema and residehtial e at the age of 12 years. bilateral cataracts died following.a generalizeaillness with, During i7Amultaneous outbreak of measles and an atypical skin rash. Herpes simplgx virus S) -was -cecat the residential children's home, the patient cultured from the skin. We repWrt thi as becase ofthe became unwell. She developed a confluent macular rash unusual nature of the HSV a1 infection and to describe whih was thought to be due to measles, although she had a rare immune deficiency state which was disovered after no ao ny cough, coryza, conjunctivitis or diarrhoea. the child's death.
After 4 days her general condition deteriorated, she began to vomit, and peeling ofthe macular skin lesions was noticed Case report for the first time. She was sent to hospital, but on arrival The patient was a 16-year-old girl, the first child of unrelated she was moribund, dehydrated, and had an unrecordable parents. Pregnancy and delivery at 37 weeks gestation blood presure. Over the face, trunk and limbs there was were normal. The birth weight, 2.15 kg, was less than the a confluent mnacular rash, accompanied by superficial tenth centile for gestational age. Microcephaly was noted ulceration, but there were no vesicles or exudate ( Figure 1 ). from birth and the patient was later found to be severely
The patient was given intravenous fluids and intravenous mentally subnormal. Metabolic and caenetic in ampicillin 500 mg and flucloxacillin 500 mg 6 hourly. revealed no cause for the mental retardation. A brothe, b* Twelve hours after admission large amounts of watery three years later, also had microcphaly and severe mental fluid began to leak from the skin. Twenty-one hours after retardation. It was therefore thought that both children had adion, deep ulceration was noted on the back ofher right autosomal recessive microcephaly, unrelated to the cataracts hand, suggesting the diagnosis of eczema herpeticum. and atopic disease described below.
Intravenous acyclovir 100mg 8 hourly was commenced.
The patient developed severe generalized atopic eczema Subsequently skin swabs obtained from multiple sites on at the age of 6 months. This was treated with little success admission grew HSV and also Pseudomonas aeruginosa. The with topical steroids and emollients. An elimination diet was patient died 26 hours after admission, but permission for necropsy was declined. Blood obtained on admission revealed I x2 deficiency, accompanied by a low IgG3 and a low level of total IgG ( eczema should be suspected when there is a vesicular skin eruption, but in this patient there were no vesicles at any stage ofthe illness. Vesicles or pustules with a small central depression (umbilication) are almost diagnostic of an initial infection with .HSV1. The vesicles may become confluent and cause ulceration'. The absence of vesicles in this patient led to a fatal delay in the diagnosis of eczema herpeticum, but the reason for the lack ofvesicles is obscure.
We have previously reported a case of Ig02 deficiency in a child with severe atopic eczema2. This child had recurrent eczema herpeticum, and, as in the present patient, Pseudomonas aeruginosa (not usually a skin pathogen in atopic eczema) was recovered from the skin. Atopic eczema can be associated with a variety of primary immunodeficiency disorders such as ataxia telangiectasia, the Wiskott-Aldrich syndrome and X-linked hypogamma-globunaemia3. IgG2 deficiency is frequently associated with recurrent lung infections and with an impaired antibody response to bacterial polysaccharide antigens, such as pneumococcal polysaccharide. This deficiency has also been described in patients with a variety of immunodeficiency syndromes, for instance ataxia telangiectasia. Unfortunately, the extent of her immunicieny uld not be investigated fully and it is not possible to assess the contribution which IgG2 deficiency made to her death from eczema herpeticum. Children with measles have been reported to have incrased susptibility to HSV infection4, and it isjust possible that our patient had both measles and eczema herpeficm , and that the bination was rpible for her death. Since the introduction of compulsory wearing of seat belts the incidence of casualty admissions as a result ofroad traffic accidents has decreased significantly'. However, there has been an increase in seatbelt-related injuries1'2. We report a case of a young woman who presented with a massive traumatic abdominal hernia caused by a severe road traffic accident two years previously.
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Case report
In December 1983 the patient was a front seat passenger in a car involved in an accident. According to witnesses the car approached a humpback bridge at speed, collided with the kerb and flew into the air. It landed on the bonnet and then the roof and somersaulted several times nose to tail coming to rest on its roof. The patient was wearing her seatbelt and was still found to be strapped in upsidedown when the emergency vehicles arrived. She was admitted to the local hospital and was treated for bruising and swelling ofthe right side ofthe abdomen. It was noted that she was obese. Following discharge four days later, the bruising had subsided but a mass remained at that site.
In December 1985 she presented with constipation and pain at the site ofthe swelling. On examination there was a massive hernia in the right upper abdomen. Computed tomography scan (Figure 1 ) showed a defect in all the muscle layers lateral to the rectus abdominis extending from the mid-renal level to the iliac crest.
At operation a defect 160 mm by 100 mm was repaired in two layers with interrupted and continuous nylon. The postoperative course was uneventful. When seen as an outpatient 2 months Iater the repair was sound and her symptoms were better.
Discussion
Large defects ofthe abdol wall have been a ed with severe internal injuries in previously reported cases and require immediate laparotomy3 . The forces generated by the sudden deceleration ofan automobile together with the wearing ofa seatbelt can lead-to large shearing and compressive forces being applied to the body. Injuries of the spine, chest' and female breast6 may occur but the sudden rise in intraabdominal pressure can produce serious damage to the intestine, its mesentery7 and the spleen and livers. Less This case was unusual in that there was no evidence of injury to the intra-abdominal viscera, the only physical signs being superficial swelling and bruising. This oedema obviouisly obscured the correct diagnosis which is notoriously difficult to make in the acute stage in such obese patients. The use of CT scanning of such injuries of the abdominal wall, may show the site and extent of any muscular defect present.
The patient did not seek-further medical advice until she was troubled by constipation and pain at the site of the hernia. The constipation was probably related to the inability to generate sufficient intra-abdominal pressure to defecate due to the large extent of the hernia. This improved immediately following repair.
